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(ah) indwelling catheter, foley type, two-way, latex with teflon 

coating;


(ai) indwelling catheter, foley type, two-way, all silicone; 

(aj) indwelling catheter, foley type, two-way, silicone with 


elastomer coating; 

(ak) indwelling catheter, foley type,three-way, latex or teflon 


for continuous irrigation; 

external-catheter, condom type; 

urinary collection and retention system, drainage bag with 


urinary collection and retention system, leg bag with tube; 

catheter carekit; 

catheter insertion tray, without tube and drainage bag;

3-way irrigation set for catheter; 

uretheral catheter; 

catheter miscellaneous supplies;

uretheral catheter with tray; 

caudi-tip catheter; 

male mentor catheter; 

incontinence clamp; 

urinary drainagebag; 

urinary leg bag; 

bedside drainage bag;

tracheostomy carekit; 

nasopharyngeal/tracheal suction kit; 

oxygen contents, gaseous, per cubic feet; 

oxygen contents, gaseous, per
100 cubic feet; 

oxygen contents, liquid, per pound; 

oxygen contents, liquid, per
100 pounds; 

cannula; 

tubing, unspecified length, per foot; 

regulator; 
mouth piece; 
stand/rack; 
face tent; 
IPPB kit; 
portable aspirator; 
connectors; 
face mask; 
nasal catheter; 
disposable IPPB tubing; 
disposable humidifier(s); 
extension hoses; 
MADA plastic nebulizer with mask and tube; 
nasal 02 kit; 
02 contents, linde reservoir; 
02 contents, liberator; 
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0 2  contents, LV 160; 

02 contents, PCU reservoir; 

02 contents, GP-45; 

02 contents, D cylinder; 

02 contents, E cylinder; 

02 cylinder contents,GDL-K; 

cylinder rental, one month; 

piped in oxygen; 

oxygen cart for portable tank (purchase); 

enteral feeding supplykit; syringe (monthly); 

enteral feeding supply kit; pump fed (monthly); 

enteral feeding supply kit; gravity fed (monthly); 

nasal gastric tubing with thin wire
or cotton (e.g.,

entriflex, dobb huff, flexiflow, etc.)
; 
nasogastric tubing without stylet; 
stomach tube - levine type; 
enteral supply kit for prepackaged delivery system 

nasogastric tubing withor without stylet (e.g., 
travasorb); 

(cp) enteric feeding set; 

(cq) flex-flo feeding set; 

(cr) nutrition container; 

(cs) IV intercath; 

(ct) IV tubing;

(cu) IV piggyback tubing; 

(cv) parenteral nutrition supply kit for one month
- premix; 
(cw) parenteral nutrition supply kit for one monthhomemix;-
(cx) parenteral nutrition administration kit for one month; 

(cy) enteral supplies not elsewhere classified; 

(cz) parenteral supplies not elsewhere classified; 

(da) feeding syringe; 

(db) gavage feeding set; 

(dc) nutrient solutions for parenteral and enteral nutrition 


therapy when such solutions are the only source of nutrition for 

residents who, because of chronic illness
or trauma, cannot be 

sustained through oral feeding. Payment for these solutions will be 

allowed only where the department determines they are medically 

necessary and appropriate, and authorizes payment before the items are 

provided to the resident; 


(dd) routine nursing supplies used in extraordinary amounts and 

prior authorized by the department;


(de) effective October 1, 1989, oxygen concentrators and 

portable oxygen units (cart,
E tank and regulators),if prior

authorized by the department.


(i) The department will prior authorize oxygen concentrators and 

portable oxygen units (cart,
E tank and regulators) only if: 
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(A) The provider submits to the department documentation
of the 

cost and useful life of the concentratorportable oxygen unit, and
or 

a copy of the purchase invoice. 


( B )  The provider maintains a certificate of medical necessity 
indicating the PO2 levelor oxygen saturation level. This certificate 

of medical necessity must meet
or exceed medicare criteria and must be 

signed and dated by the patient's physician. If this certificate
is 

not availableon request of the department
or during audit, the 

department may collect the corresponding payment from the provider as 


ARMan overpayment in accordance with 37.40.347. 

(ii) The provider must attach to its billing claim a copy of the 


prior authorization form. 

(iii) The department's maximum monthly payment rate for oxygen 


concentrators and portable oxygen units (cart, E tank and regulators)

will be the invoice cost of the unit divided by its estimated useful 

life as determined by the department. The provider
is responsible for 

maintenance costs and operation of the equipment and will not be 

reimbursed for such costs by the department. Such costs are 

considered to be covered by the provider's per diem rate. 


( 2 )  The department may, in its discretion, pay as a separately

billable item, aper diem nursing services increment for services 

provided to a ventilator dependent resident if the department 

determines that extraordinary staffing by the facility is medically 

necessary based upon the resident's needs. 


(a) Payment of a per diem nursing services increment (2) 
for services provided to a ventilator dependent resident shall be 
available only if, prior to the provision of services, the increment 
has been authorized in writing by the department's medicaid services 
division. Approvals will be effective for1 month intervals and 

reapproval must be obtained monthly.


(b) The department may require the provider to submit any 

appropriate medical and other documentation to support a request for 

authorization of the increment. Each calendar month, the provider 

must submit to the department, together with reporting forms and 

according to instructions supplied by the department, time records of 


period
nursing services provided to the resident during a of 5 

consecutive days. The submitted time records must identify the amount 

of time care is provided by each type of staff, i.e., licensed 

and non-licensed. 


(c) The increment amount shall be determined by the department 

as follows. The department shall subtract the facility's current 

patient assessment score from the average itemized hours
of licensed 

and non-licensed nursing hours per day for the ventilator dependent 

resident, determined based upon the facility's time records of nursing 

services for the5-day period submitted in accordance with
(2)(b),to 

determine the extraordinary nursing hours for the resident. The 

increment shall be determined by the department by multiplying the 
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number of extraordinary nursing hours per day by
an hourly nursing 
rate determined by the department for the resident. The department
shall determine the hourly nursing rate for the resident based upon 
the facility's inflated base period composite nursing wage rate 
determined for the rate year accordingARMto37.40.314(2)(b) and the 
mix of licensed and non-licensed nursing staff used to provide the 
extraordinary nursing hours for the resident. The department will. 
determine the increment for each resident monthly. 

( 3 )  The department will reimburse for separately billable items 
at direct cost, with noindirect chargesor mark-up added. For 
purposes of combined facilities providing these items through the 
hospital portionof the facility, direct cost will mean invoice price 
to the hospital with no indirect cost added. 

(a) If the items listed in (1) (a) through (1) (de) are also 

covered by the medicare program and provided to a medicaid recipient 

who is also a medicare recipient, reimbursement will be limited to the 

lower of the medicare prevailing charge
or the amount allowed under 

(2). Such items may not be billed to the medicaid program for days of 

service for which medicare Part A coverage is in effect. 


(b) The department will reimburse for separately billable items 

only for a particular resident, where such items are medically 

necessary for the resident and have been prescribed by a physician.


(4) Physical, occupational, and speech therapies which are not 

nursing facility services may be billed separately by the licensed 

therapist providing the service, subject to department rules 

applicable to physical therapy, occupational therapy, and speech 

therapy services. 


(a) Maintenance therapy and rehabilitation services within the 

definition of nursing facility services
in ARM 37.40.302, are 
reimbursed under the per diem rate and may not be billed separately 
either the therapist or the provider.

(b) If the therapist is employed by
or under contract with the 

provider, the provider must bill for services which are not nursing 

facility services under a separate therapy provider number. 


( 5 )  Durable medical equipment and medical supplies which are not 
nursing facility services and which are intended to treat a unique 
condition of the recipient which cannot be met by routine nursing 

in
care, may be billed separately by the medical supplieraccordance 

with department rules applicable to such services. 


(6) All prescribed medication, including flu shots and tine 

tests, may be billed separately by the pharmacy providing the 

medication, subject to department rules applicable to outpatient

drugs. The nursing facility will bill medicare directly100% 

reimbursement of influenza vaccines and their administration when they 

are provided to an eligible medicare Part
B recipient. Medicaid 

reimbursement is not available for influenza vaccines and related 
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administration costs for residents that are eligible for medicare Part 


(7) Nonemergency routine transportation for activities other 

than those describedin ARM 37.40.302(12), may be billed separately in 

accordance with department rules applicable to such services. 

Emergency transportation may be billed separately by an ambulance 

service in accordance with department rules applicable to such 

services. 


(8) The provider of any other medical services or supplies, 

which are not nursing facility services, provided to a nursing 

facility resident may be billed by the provider of such services
or 

supplies to the extent allowed under and subject to the provisions of 

applicable department rules. 


(9) The provisions of (3) through (7) apply to all nursing 

facilities, including intermediate care facilities for the mentally 

retarded, whetheror not located in the state of Montana. 


(10) Providers may contract with any qualified person
or agency, 

including home health agencies, to provide nursing facility services. 

However, except as specifically allowed in these rules, the department

will not reimburse the provider for such contracted services
in 

addition to the amounts payable under
ARM 37.40.307. (History: Sec. 
53-2-201 and 53-6-113, MCA; E,Sec. 53-2-201, 53-6-101, 53-6-111and 
53-6-113, MCA; NEW, 1991 MAR p. 2050, Eff. 11/1/91; r n ,  1992 MAR p. 
1617, Eff. 7/31/92; r n ,  1994 MAR p. 1881, Eff. 7/8/94; r n ,  1996 MAR 
p. 1698, Eff. 6/21/96; r n ,  1998 MAR p. 1749, Eff. 6/26/98; amd 1999 
MAR p. 1393, Eff. 6/18/99; TRANS, fromSRS, 2000 MAR p. 489; amd 2000 
MAR p. 492, Eff. 2/11/00.) 

Extended Rehabilitation Unit (ERU)
or Traumatic Brain Injured Program 
(TBI1 

Program Criteria 


Program developed to meet meeds of individuals who are not eligible for 

acute rehabilitation services but who are still unable to return to 

independent or home living. The program must provide individualized 

rehabilitation sustaining therapies and recreational opportunities. 


All individuals appropriate for this program must be II (Rancho

Scale) or above and be alert to stimuli. The Rancho Scale is a cognitive 

functioning scale developed by the head injury treatment team
at the 

Rancho Los Amigos Hospital and applies specifically to head injured 

people following injury. 


Individuals referred and admitted to this unit shall demonstrate an 

ability to recognize,
either on their own or with prompting when their 


TN # 00-007 Approved / O / J S / b O  Effective 7/1/00
Supersedes TN# 99-004 



well 

Attachment 4.19D 
Page 35 of 5 5  
Reimbursement for Skilled 
Nursing and Intermediate 
Care Services 

behavior is inappropriate. People who demonstrate aggressive behaviors 

thatarepotentiallydangeroustothemselvesorothersarenot 

appropriate for placement into this program. Those who are elopement 

risksorrequirelockedunitsmaynotbeappropriate. Ifthese 

behaviors develop after admission into the unit the facility reserves 

the right to discharge to a more appropriate setting
or initiate acute 

intervention. 


Services to be Provided: 


This facility must provide a continuum of rehabilitation sustaining 

therapies and activities for post acute TBI survivors to provide quality 

of life in the least restrictive environment, provide opportunities for 

T B I  survivors to achieve a higher level of independence, offer a peer 

group to individuals with newly acquired disabilities and supportive 

services as they learn to adapt and create an positive environment in 

which behaviorinterventionandretrainingareapartofall 

programming. 


All admissions into the unit will meet nursing facility level of care 

and will meet the requirements for level I and
II criteria for PASARR. 

Minimum data set requirements and timelines will apply to all admissions 

into this unit. 


Interim rates will be established on July 1, of the rate year from 

budget information submitted by the provider and
an evaluation of the 
costs of providing care to the individuals in the respective unit. 
The rate established on July 1, will include all nursing facility 
services as specified in ARM 37.40.307 and all ancillary services 
specified inARM 37.40.330 including all feeding solutions, as as, 
increased staffing appropriate for the residents in the unit and any 
costs for physical therapy, speech therapy, occupational therapy, social 
worker services, psychological services. All of the above indicated 
costs must be provided within the interim daily rate established for the 

facility by employeesof the facility or under contract with outside 

providers.Theoutsideprovidersoftheseservicesmaynotbill 

medicaid for the provision of these services for any residents occupying 

a bed in this unit. 


Services billable directly to medicaid when provided for residents in 

this unit and not included in the computation of the daily rate will be 

dental, pharmacy, physician visits, optometric, podiatry, lab and
x-ray 

and durable medical equipment limited to wheelchairs, adaptations, 

specialized equipment and repairs. 


Reimbursement 
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This unit must operate as a distinct part unit from the rest of the 

nursing facility. Reimbursement levels will be established effective 

July 1, using an interim payment rate that will be subject to final 

settlement upon the submission
of a cost report of at least six months 
of operation. Upon submission of a final cost report all costs must meet 
theallocabilitycriteriaandreasonablenessestablishedin A R M  
37.40.345, 346 and 347. 

Settlement of costs will be within a lower limit and an upper limit 

established as follows: 


If the unit provides the required services for less than the interim 

rate times95 percent, the lower limit, the facility will be allowed to 

maintain all amounts between the lower limit and the actual settled cost 

per day for provision of the services through the settlement process. 


If the unit provides the required services for
an allowable cost per day 

between the interim rate times
95 percent and the interim rate 105 

percent the facility will receive their actual allowable cost per day 

through the settlement process. 


If the unit provides the required services for
an allowable cost per day 

in excess of the interim rate times
105 percent, the upper limit, they

will receive 100 percent of their cost up to the upper limit through 

settlement and any allowable costs in excess of the upper limit will be 

settled at 75 percent of the incurred costs through the settlement 

process. 


Maximum occupancy in the unit will be
19 residents. The facility will 

be required to maintain a 90 percent occupancy for reimbursement 

purposes in this unit. If the unit operates at less than
90 percent an 

assumed 90 percent occupancy will be utilized in the final rate 

settlement process for this facility. 


37.40.331 ITEMS BILLABLE TO RESIDENTS (1) The department will 

items
not pay a provider for any of the followingor services provided 


by a nursing facility to a resident. The provider may charge these 

items or services to the nursing facility resident: 


(a) gifts purchased by residents; 

(b) social events and entertainment outside the scope of the 


provider's activities program;

(c) cosmetics and grooming items and services in excess of those 


for which payment is by medicare or medicaid; 

(dlpersonalcomfort items, includingtobaccoproductsand 


accessories, notions, novelties, and confections; 

(e) personal dry cleaning; 

(f) beauty shop services; 
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(9) television, radio and private telephone rental; 
(h) less-than-effective drugs (exclusiveof stock items); 
(i)vitamins,multivitamins,vitaminsupplementsandcalcium 

supplements; 
( j )  personal reading materials; 
(k) personal clothing; 
(1) flowers and plants; 
(m) privately hired nurses or aides; 
(n) specially prepared or alternative food requested instead of 

food generally prepared by facility; and 

( 0 )  the difference between the cost of items usually reimbursed 

under the per diem rate and the cost of specific items or brands 
requested by the resident which are different from that which the 
facility routinely stocks or provides (e.g., special lotion, powder, 
diapers); 

( 2 )  Services provided in private rooms will be reimbursed by the 
as services provideddepartment at the same rate in a double occupancy 


room. 

(a) A provider must provide a medically necessary private room at 


no additional charge and may not bill the recipient any additional 

charge for the medically necessary private room. 


(b) A provider may bill a resident for the extra cost of a private 
room if the private room is not medically necessary and is requested by 
the resident. The provider must clearly inform the resident that 
additional payment is strictly voluntary. (History: Sec. 5 3 - 2 - 2 0 1  and 
5 3 - 6 - 1 1 3 ,  MCA; I M P ,  Sec. 5 3 - 6 - 1 0 1  and 5 3 - 6 - 1 1 3 ,  MCA; NEW, 1 9 9 1  MAR p. 
2050,  Eff. 1 1 / 1 / 9 1 ;  r n ,  1992  MAR p. 1617 ,  Eff. 7 / 3 1 / 9 2 ;  AJD, 1 9 9 3  MAR 
p. 1385 ,  Eff. 1 0 / 1 / 9 3 ;  A M D ,  1 9 9 8  MAR p. 1749 ,  Eff. 6 /26 /98 ;  TRANS, from 
SRS, 2 0 0 0  MAR p. 4 8 9 . )  

Rules 32 through 3 5  reserved 

3 7 . 4 0 . 3 3 6  REIMBURSEMENT FOR INTERMEDIATE CARE FACILITIES FOR THE 
MENTALLY RETARDED (1) For intermediate care facility services for the 
mentally retarded provided in facilities located in the state of 
Montana, the Montana medicaid program will pay a provider a per diem 
rate equal to the actual allowable cost incurred by the provider during 
the fiscal year, determined retrospectively in accordance with A R M  
3 7 . 4 0 . 3 4 5  and 3 7 . 4 0 . 3 4 6 ,  divided by the total patient days of service 
during the rate year, minus the amount of the medicaid recipient's
patient contribution, subject to the limits specified in( 2 ) ( a )  and (b). 

( 2 )  Payments under (1) may not exceed the following limits: 
(a) Final per diem payment rates for base years shall be as 

specified in (l),without applicationof any further limit. Base years 
are even-numbered state fiscal years, i.e., state fiscal years 1 9 9 4 ,  
1 9 9 6  and subsequent even-numbered years. 
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(b) Final per diem rates in non-base years are limited to the 

final per diem rate for the immediately preceding base year indexed 

June 30 of the baseyear to June30 of the rate year. The index is the 

final medicare market basket index applicable to the non-base year.

Non-base years are odd-numbered state fiscal i.e., state fiscal 

years 1993, 1995 and subsequentodd-numbered years. 

( 3 )  All ICF/MR providers must use a July1 through June30 fiscal 

year for accounting and cost reporting purposes. 


(4) Prior to the billing of July services each rate year, the 
department will determine an interim payment rate for each provider. 
The provider's interim payment rate shall be determined based upon the 
department's estimate of actual allowable cost under ARM 37.40.345, 
divided by estimated patient days for the rate year. The department may 
consider, but shall not be boundby, the provider's cost estimates in 
estimating actual allowable costs. The provider's interim payment rate 
is an estimate only and shall not bind the department in any way in 
final rate determination under(1) and (5). 

( 5 )  Theprovider'sfinalrateasprovidedin (1) shall be 
determined based upon the provider's cost report for the rate year filed 
in accordance with ARM 37.40.346, after desk review or audit by the 
department's audit staff. The difference between actual includable cost 
allocable to services to medicaid residents, as limited in(21, and the 
total amount paid through the interim payment rate will be settled 
through the overpayment and underpayment procedures specified in ARM 
37.40.347. 

(6) Following the sale of an intermediate care facility for the 

mentally retarded after April
5, 1989,the new provider's property costs 

will be the lesserof historical costs or the rate used for all other 

intermediate care facilities, subject to the limitations in 42 USC 

1396a(a) (13)
( C ) .  (History: Sec. 53-6-113, MCA; I M P ,  Sec. 53-2-201, 53
6-101, 53-6-111and 53-6-113, MCA; NEW, 1991 MAR p .  2050, Eff. 11/1/91; 
r n ,  1992 MAR p. 1617, Eff. 7/31/92; r n ,  1993 MAR p. 1385, Eff. 7/1/93; 
-AMD, 1994 MAR p. 1881, Eff. 7/8/94; r n ,  1995 MAR p. 1227, Eff. 7/1/95; 
trans from SRS, 2000 MAR p. 489.) 

37.40.337 REIMBURSEMENT TOOUT-OF-STATEFACILITIES 

(1) Thedepartmentwillreimbursenursingfacilitieslocated 


outside the state of Montana for nursing facility services and any other 

reimbursable servicesor supplies provided to eligible Montana medicaid 

individuals at the medicaid rate and upon the basis established by the 

medicaid agencyin the state in which the facility is located. 


(2) The Montana medicaid program will pay f o r  nursing facility 
services or related supplies provided to eligible Montana medicaid 
individuals in nursing facilities located outside the state of Montana 
only when one of the following conditions is met: 
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(a) because of a documented medical emergency, the resident's 

health would be endangered if heor she was to return to Montana for 

medical services; 


(b) the services required are not provided in Montana; 

(c) the required services and all related expenses are less costly 


than if the required services were provided in Montana; 

(d) the recipient is a child in another state for whom Montana 


or foster care assistance payments;
makes adoption assistance or 

(e) the department determines that it is general practice for 


recipientsintheresident'sparticular locality tousemedical 

resources located in another state. 


(3) To receive payments, the out-of-state provider
must enroll in 
the Montana medicaid program. Enrollment information and instructions 
may be obtained from the department's fiscal intermediary, Consultec, at 
P . O .  Box 4286, Helena, MT 59604-4286. 

(4) The department will reimburse a nursing facility located 

outside the state of Montana under the Montana medicaid program only
if, 

in addition to meeting other applicable requirements, the facility has 

submitted to the department the following information: 


(a) a physician's order identifying the Montana resident and 

specifically describing the purpose, cause and expected duration of the 

stay;

(b) for nursing facility services, copies of documents from the 

facility's state medicaid agency establishing or stating the facility's 

medicaid per diem rate for the period the services were provided; 


(c) for separately billable items, copies of documents from the 

facility's state medicaid agency establishing or stating the medicaid 

reimbursement payable for such items for the period the items were 

provided; 


(d) a properly completed level
I screening form for the resident, 

as required by ARM
37.40.201, et seq.;


(i) To the extent required by ARM37.40.201, et seq., a level I 

screening must be performed prior to entry into the nursing facility to 

determine if thereisadiagnosisofmentalillnessormental 

retardation and if so, to conduct assessments which determine the 

resident's need for active treatment. level I screening form may be
A 
obtained from the department. 

(e) a copy of the preadmission-screening determination for the 
resident completed by the department or its designee;

(i) Payment will be made for services no earlier than the date of 
referral f o r  screening or the date of screening, whichever is earlier. 

(f) the resident I s  full name, medicaid ID number and dates of 
service; 

(9) a copyof the certification notice from the facility's state 

survey agency showing certification for medicaid during the period 

services were provided; and 
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